Fast or slow pathway ablation (or neither) for AV nodal tachycardia?
The recent rapid expansion of catheter ablation techniques for patients with atrioventricular nodal reentrant tachycardia (AVNRT) has been parallelled by a corresponding change in the threshold of referral for this treatment. Patients currently undergoing these procedures are often young and may not be severely symptomatic but prefer curative therapy to the inconvenience of occasional hospital admissions or prophylactic drug treatment. As a consequence it is becoming more important that the principal complication of these procedures, the development of complete heart block, is minimised. Fast pathway ablation was the first approach to be described'-3 but was discontinued in most centres following the development of a method of ablating the slow pathway with a very high cure rate and a lower risk of heart block.45 More recently several groups have demonstrated that a modified fast pathway approach can achieve comparable success rates without the occurrence of heart block." Should we be reconsidering the approach to cure of AVNRT?
Modified fast pathway ablation The more recently described approaches to ablation of the fast pathway have incorporated a number of modifications that are likely to contribute to the increased safety of the procedure. They have in common a gradual or titrated delivery of radiofrequency energy (in terms of either power output or target temperature), and careful monitoring of AV conduction. The method of Kottkamp and coworkers8 involves a somewhat different target site for energy delivery, albeit at a position that remains closer to the compact AV node than that used for ablation of the slow pathway. The authors of these more recent reports argue that there is little to choose between fast and slow pathway procedures. Although the almost inevitable production of a prolonged PR interval would seem to be a clear disadvantage with fast pathway ablation, there is no evidence to suggest that this is associated with any problems in the medium term.
Comparison of fast and slow pathway ablation The obvious answer to this issue would be to perform a randomised controlled trial comparing the two techniques. One such trial has been reported9 that showed no difference in terms of efficacy or acute complications; however, it was clearly underpowered in terms of its ability to detect clinically relevant differences. The problem with comparing fast and slow pathway ablation in this way using larger numbers is that both procedures have continued to evolve, making any comparison either poorly defined in terms of the techniques being evaluated or obsolete by the time of publication. Evidence from a recent large retrospective European registry of catheter ablation procedures indicated that, in general, fast pathway ablation carries a higher risk of heart block than slow pathway ablation.'0 This is perhaps not surprising given the proximity of fast pathway ablation sites to the AV node, and the inevitability of occasional catheter displacement during ablation of the beating heart. Indeed, distal movement of the catheter was sufficient to cause right bundle branch block in two patients undergoing modified fast pathway ablation in one series.7 It is probably fair to conclude that it is more difficult to avoid heart block with a fast pathway approach, and that a slow pathway approach is preferable for most electrophysiologists (and therefore most patients).
Alternatives to fast or slow pathway ablation Although the slow pathway or posterior approach is the currently preferred method of ablation of AVNRT, it would be incorrect to consider that the beneficial effect of this procedure is the result of destruction of the underlying abnormality in this form of tachycardia. There is increasing evidence that the slow pathway (or at least a slowly conducting posterior atrionodal input) is universal" 12 and likely to have a function in normal individuals. The long term consequences of a damaged or destroyed slow pathway are unknown, and might include the late occurrence of complete heart block. A theoretically more attractive approach might be to target the "upper turn around" which connects the fast and slow pathways in patients with the arrhythmia,"3 although the anatomic substrate for such a structure has yet to be identified. Certainly the complete destruction of the slow pathway should not be vigorously pursued as the principal aim of a posterior ablation procedure for AVNRT as this does not appear to be necessary for long term success.'4 The ideal endpoint of such a procedure is the abolition of tachycardia with preservation of both antegrade fast and slow pathway conduction. In it he describes a man of 48 shown at necropsy to have severe calcific aortic stenosis, in whom he diagnosed "constriction of the aortic orifice" from the "undulating and tremulous" character of the pulse. This was preLaennec, but he recognised in some cases of valve disease there was a "'peculiar rushing like water" sensation which could be felt over the heart, caused, he said, by blood passing through a narrowed valve.
Corvisart became impressed by the value of the new diagnostic method of percussion which had lain dormant after its invention in 1761 by Joseph Leopold Auenbrugger, and he championed its use in clinical medicine. He popularised the use of percussion with his translation in 1808 of Auenbrugger's monograph Inventum novum ex percussione thoracis humani and always gave credit to Auenbrugger for its invention.
Corvisart was a close friend of Napoleon Bonaparte, who greatly enjoyed his company. He became his personal physician and accompanied the Emperor on his campaigns. Napoleon gave him a large carved mahogany chair which he used in his consulting room.
As a young man he originally studied law, but having visited some of the hospital clinics in Paris he decided to become a physician. This so angered his father that he was expelled from the family home, but luckily he got a job at the famous Hotel-Dieu which enabled him to study there and gain the degree of doctor-regent in 1785. 
